Study objective: To examine the relationship between smoking and myocardial infarction in women. Design: Case-control study over 5 years. Setting: Cases were women admitted to 30 coronary care units in northern Italy. Controls were admitted to the same hospitals with other acute disorders. Participants: These were 262 young and middle aged women with acute myocardial infarction (median age 49 years, range 24-69) and 519 controls with other acute disorders unrelated to ischaemic heart disease (median age 47 years, range 
smoked, with risk estimates of2 3, 5- , and on comparison subjects ("controls") admitted to the same hospitals in which the cases had been identified, because of acute conditions unrelated to known or potential risk factors for ischaemic heart disease. The methods have been described in detail previously. '1 The only modification introduced in the original protocol was the upper age limit, which was raised from 54 to 69 years in June 1987. The present analysis is based on data collected before January 1988, for a total of 262 cases (aged 24-69, median age 49 years) and 519 controls (aged 22-69, median age 47 years; see table 1 for the age distribution of cases and controls). In the comparison group, 25% of patients were admitted for traumatic conditions, 32% had nontraumatic orthopaedic disorders (mostly low back pain and disc disorders), 19% were admitted for surgical conditions (including plastic surgery), and 24% had other illnesses, such as acute infections, skin, ear, nose and throat or teeth disorders. Overall participation rate was over 97%.
Standard statistical methods for the analysis of case-control studies (ie, stratification and the MantelHaenszel procedure, and unconditional multiple logistic regression)'2 13 were used to obtain relative risks according to various levels of cigarette smoking. Included in the regression equations were terms for age, education, coffee and alcohol consumption, diabetes, hypertension, hyperlipidaemia, body mass index and oral contraceptive use.
Results
The distribution of myocardial infarction cases and the comparison group according to smoking habits is given in table 2. Compared to life long non-smokers, the relative risk (RR) for ex-smokers was above unity, although not significantly, and in current smokers there was a significant trend toward increasing risk with higher number of cigarettes smoked. The age adjusted estimates were 2-6, 6-7 and 12-8 respectively for < 15, 15-24 and > 25 cigarettes per day. Allowance for major identified potential distorting factors changed these estimates only marginally (multivariate RR for heavy smokers= 11-0). Table 3 gives the smoking related risks in separate strata of age and selected covariates. In this study, there was little evidence that the smoking related risks decreased with increasing age, the point estimates being not materially different below and above the age of 50 years. Likewise, the relative risks were consistently and substantially above unity in various strata of hypertension, hyperlipidaemia, alcohol and coffee consumption, although the small absolute numbers in some strata made some of the risk estimates uninterpretable.
Discussion
This Northern Italian case-control study found a strong association between cigarette smoking and acute myocardial infarction in young and middle aged women: the point estimates ofabout 5 for average and 10 for heavy smokers are among the highest reported. These estimates may have been inflated by the simple play of chance, but even their lower confidence limits, around 3 and 5 respectively, are still higher than commonly observed in several previous studies.4 5 
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Relative risks of the order of 5 to 7 among heavy smokers have already been reported in young and middle aged women from one case-control and one prospective American study.6 1o Thus possibly, in relative terms, the association between smoking and ischaemic heart disease is stronger in low risk groups, ie, young and middle aged women. This line of reasoning could further explain the potentially elevated relative risk in this Italian population, since mortality from coronary heart disease in Italy is considerably lower than in North America and most Northern European countries. '7 These estimates may also have been inflated by the study design, particularly by the use of a hospital control series, which is open to debate, mostly in relation to the analysis of lifestyle habits. We carefully excluded, however, all the diagnoses related or potentially related to smoking and checked the consistency of smoking prevalence across various diagnostic categories (trauma, other orthopaedic problems, surgery and other miscellaneous). Cases and controls came from comparable catchment areas, and the participation rate was practically complete. Likewise, adjustment for a large number of potential distorting factors did not modify the strength of the smoking related risks materially.
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